The accessory deep peroneal nerve is a common anatomical variant that arises from the superficial peroneal nerve Gutmann.' In case 2 the tibialis anterior and extensor digitorum longus were normal whereas the left extensor digitorum brevis was partially denervated. The absence of any potential evoked in this muscle by stimulating the deep peroneal nerve might have led to the incorrect diagnosis of a distal lesion of the deep peroneal nerve. Nevertheless, the presence of a small potential elicited in the left extensor digitorum brevis by stimulating behind the lateral malleolus suggested an anomalous innervation of the muscle by an accessory deep peroneal nerve. Furthermore, the very small potential evoked in the left extensor digitorum brevis by stimulating the common peroneal nerve compared with that elicited by stimulating the accessory deep peroneal nerve suggested the presence of a conduction block in the accessory deep peroneal nerve. The final diagnosis was therefore a lesion of the left accessory deep peroneal nerve at the lateral aspect of the distal third of the leg at the site of the injury.
The clinical and electrophysiological findings in case 3 strongly suggested the presence of a right superficial peroneal palsy. The right peroneus muscles showed numerous polyphasic potentials and no sensory potential was recorded from the right superficial peroneal nerve. The unusual and unexpected finding was the presence of clinical and electrophysiological abnormalities in the extensor digitorum brevis. This apparent inconsistency was resolved by stimulating behind the lateral malleolus which evoked a small potential in the muscle. The involvement of the extensor digitorum brevis was therefore related to the presence of an accessory deep peroneal nerve arising from the superficial peroneal nerve. The final diagnosis was a lesion of the right superficial peroneal nerve at the upper third ofthe leg at the site of the haematoma in the presence of an accessory deep peroneal nerve innervating the extensor digitorum brevis.
In conclusion, the presence of an accessory deep peroneal nerve may alter the usual clinical and electrophysiological characteristics of peroneal nerve lesions. Unexpected findings in electromyographic examination of the extensor digitorum brevis should raise the possibility of an anomalous innervation of the muscle by an accessory deep peroneal nerve, which would be then confirmed by stimulating over the posterolateral aspect of the ankle behind the lateral malleolus.
